Section of Dermatology
President-J. E. M. WIGLEY, F.R.C.P. [March 18, 1948] Treatment.-Five,million units of penicillin and 60 grammes of sulphamezathine.
Progress.-Improvement in the small patches on the arms and trunk, but the lesions in the pubic area and on the feet are unchanged.
Dr. Weitzmnan added: Dr. Ellman regards the joint picture as typical rheumatoid arthritis, and not gonococcal arthritis. He thinks that Reiter's disease might be considered. I understand from Dr. Wigley that cases of keratoderma have recently been reported to have cleared up after intensive penicillin therapy.
Professor 0. N. Holsti: I believe this is a case of Reiter's disease. In our small country of Finland. we have seen in a short time 300-40Q cases of this disease, all in connexion with an epidemic of Flexner dysentery, affecting about 250,000 persons. The disease was definitely non-venereal, mainly localized to the joints, eyes and urethra, but also frequently accompanied by various skin lesions. I do not know whether Reiter's disease is a syndrome, which might accompany also other enteric infections, or whether it is a disease sui generis. Recently a case of Reiter's disease was seen at Hammersmith Hospital. The patient had no symptoms of dysentery, but the complement-fixation test was weakly positive.
Our cases of Reiter's disease developed during or after the dysentery, in mild as well as severe cases. The clinical course varies in duration and intensity. The joint lesions are nearly always multiple, and may be slight or severe, enough to resemble rheumatoid or gonorrhceal arthritis.
In our cases the knees and ankles were chiefly affected. Large effusions were often seen, as also noted in to-day's patient. The dermatitis was at times slight and greyish coloured; in other cases severe pustular eruptions occurred. The genital lesions were mostly confined to a slight urethritis and penile erythema. In some cases prostatitis, cystitis and hydronephrosis occurred. Conjunctivitis was usually mild, but sometimes severe keratoconjunctivitis and iritis were seen. The duration varied from four weeks to two years. The joint lesions persisted longer until Reiter's disease finally developed into a simple arthritis.
Early in the epidemic the symptoms were often mistaken for gonorrhoea. In a patient with urethritis, eye lesions, joint lesions and skin lesions resembling keratodermia blennorrhagica, one should not feel too sure about gonorrhoea, when the smears are negative and the complementfixation test is also negative. Most of these patients are young soldiers. If they have conjunctivitis, a joint lesion or dermatitis they are not much concemed, but if they also have urethritis they become "venereal-minded", think about their last exposure and believe they have gonorrhoea. The doctors are often willing to accept this diagnosis. Many of our cases were treated as gonorrhoeal and appeared to improve with sulphonamides and penicillin, but they got worse after a while. Our experience is sinilar to that of Bauer in Los Angeles, who described increased hypersensitivity with peculiar skin lesions resembling those in to-day's case during treatment with sulphonamides. Finally I think the crops of blisters on the soles of both feet in to-day's patient are characteristic of Reiter's disease.
In Finland the disease showed a decided tendency to spontaneous healing in most cases. In severe cases various forms of treatment were tried, generally without any clear-cut effect. We became convinced that the only treatment of any value was fever treatment, such as was used in the treatment of gonococcal arthritis before the discovery of sulphonamides and penicillin. The patient at Hammersmith Hospital had his first attack five years ago and his second attack three years ago. In the second attack, having been ill for fourteen weeks and treated with sulphonamides and penicillin without benefit, fever treatment was applied with the Kettering's hypertherm. Within forty-eight hours there was a dramatic improvement.
Familiarity with Reiter's disease makes one realize that one is not dealing with the first attack; the patient recalls similar attacks before, even as long ago as twenty years. As a rule these attacks were associated with venereal stigmata, in spite of repeated negative smears and fixation tests.
Dr. H. W. Barber: Personally I regard this case as one of arthropathic psoriasis. I think the eruption in the groins is the type of psoriasis that is so apt to be diagnosed as seborrhceic dermatitis.
Xanthoma Tuberosum Multiplex.-JAMES OVERTON, M.D.
Mrs. B. E. G., aged 56. In July 1947 a number of pinkish nodules appeared on the elbows, knees and big toes. She felt "off-colour", with loss of energy and mild dizzy attacks. She also noticed that the skin of her face, antecubital fossa and flexor aspects of wrists was assuming a dirty brown tinge. For the last few years, and especially in recent months, her weight has been steadily increasing. No Fasting blood sugar, blood sugar curve, blood urea, blood sodium and chlorides, and liver function tests were all within normal limits.
Blood cholesterol on 11.11.47 was 520 mg.% and on 12.3.48 it was 920 mg.%. W.R. negative.
Dr. F. Parkes Weber: I agree with Dr. Overton that this is an absolutely typical case illustrating the commonest kind of Thannhauser and Magendantz's (1938) hypercholesterolemic group of primary or essential xanthomatoses. I believe that in hypercholesterolemic cases treatment is of the greatest importance. It may be very disheartening, but, on the other hand, it may do good and very likely prolong life. In
